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A case study evaluation of the Bush Clinical Fellows 
Program/ a fellowship program designed- to enhance rural . physicians 1 t 
midcareer development and to improve rural health care delivery, is. 
presented. Attention is also directed to the evaluation methodology 
and the implications of the evaluation approaches an£ the results. * - 
Two major evaluation t approaches were used 'as' frameworks for program 
assessment: a goal-oriented approach; and a case study approach. The 
goal areas were*: improvement* Of quality of leadership, in rural 
physicians' profession^ and personal development; 'and formation of 
lihkages 'betweejl?, physicians in ijural communities 'and their preceptors 
at host* medical centers. Each fellow initially forfnuiates goals and 
evaluation criteria^ alter which the fellow completes mpnthly reports 
detailing progress toward* goals *and incidents^ related to the process 
of taking a sabbatical. The evaluator and program administrator 
periodically conduct site visits, and interviews are Conducted with 
fellows, policy board' members , jprid community • references. Outcomes of 
the fellowship^ program included leadership development in community 
health care delivery and prof essional \n& personal Renewal. It is 
proposed that the program can be ytspd as a prototype for continuing 
education of other professionals. Appended materials include a 
bibliography and capsules of fellows* professional 'data, fellowship 
programs, and areas of efnphasis. (SW) 
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The Bush Clinical Fellows. Program: A Case Study Evaluation of an Innovative 

* t o * 

Approach to Continuing Education for Physiciaps 

• • • 

ILENE B. HARRIS and ^DOUGI^AS A. FENDERSON, University of Minnesota Medical 
School, Minneapolis, and The Bush Fqundat^on, St* Paul, Minnesota * 4 

/ * . • ' . 

This paper reports a case study evaluation of a fellowship program designed 

to enhance rural [physicians T * mid-career development and improve rural health 

* „ " • * S ' . . 

care delivery. Case study data, including log diaries, critical 'incidents, 

and structured interviews, were analyzed to elicit themes pertaining to the 

impact of the Program, on physicians and their communities, ^Impressive 

'outcomes includecjj leadership in community health care delivery, and 

professional and personal renewal. This program can be a prototype for 

continuing education of pother professionals. The case study evaluation 

iJ^thodology may provide guidance for evaluating other fellowship programs 

which, until recently, have n^cbeen systematically evaluated. 



THE fiUSH CLINICAL FEtLOWS PROGRAM: CASE STUDY EVALUATION 
OF AN INNOVATIVE APPROACH TO CONTINUING EDUCATION FOR PHYSICIANS 



Hlene 6, Harris, Ph,DTand Douglas A, Fenderson, Ph,D, 
University of Minnesota Medical School , Minneapol i s 

^ and \ 

Th.e Bush Foundation, Sfc\ Paul, Minnesota ** s • 



* The Bush Clinical Fellows Program (funded by the Bush Foundation, 



St* Paul,- Minnesota') is Intended to enhance rural phys ic ians 1 mid-Qareer 

development and improve rural Jiealth care delivery through an • i nnovat i ve 

~* * »* p" 

^approapfy to continuing medical education. Each year, selected rural 
physicians in taid-career are granted; fe.l lowshj ps enabling tfTem to pursue 

[individually des igned programs, of full-time study ranging f rom thVee to 

\ 9 

twelve months a,t institutions of their choice, Thi§ type of "program has 
tn[e potential to servers a prototype for continuing education* and mid- 
caheer development of physicians, as weM as other professional groups such 
as llawyers, nurses, and dentists-, who .do not currently* have ihstl tut ional Ized 

ibuat lea 1st The~"eval uat \<?n approaches "themselves may provide guidance for 
evaluating fellowship programs which, 'unti 1 recently, ha\/e not been 
systematically evaluated . The purposes of this paper are to: l)-descri1>e 
the Program and its' background;* 2) describe the. eva l tfation methodology; 
3) riport selected evaluation' results; and h) discuss the irfrpl (qatipns of 



the evaluation approaches 



i 



,ind the results, * * \ V 



The evaluation of this ^pfcigram was supported by the Bush foundation,, 
St, Phul , Minnesota, 

Requests for .reprints sjjicuJjd be sent-to^ I lene B, Harr I s, <Ph.D«, University 
of Minnesota Medfrcal Scrf^oV, '°f f Ice of Curripul um^Af fai rs, Box 33 Mayo % 
Memorial Building, ^20 Delaware Street SE, Minneapolis, MN ' 55^55 
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I ' BACKGROUND * • 

A • \ ■ .V • .. 

Ror the ,past decade, health policy planners and medical educators have 
focused attention- on the need to impjrove -heal th care , del i very in rural 
areas^ (2,3). Until recently, this problem has been addressed primarily' 
in terms of increasing the number of primary care physicians practicing 
in rural areas through changes in' medical school admissions policies (4,5) 
and development of new .training programs (6).. Despite the success of ' some 
df these 'efforts-, improvement of rural health care delivery confronts 
special problems related to the professional si tuation of established rural 
physicians'. These practitioners may have "difficulty in'maintaining updated 
clinical knowledge due to heavy workloads .and remoteness from major medical 
centers. They are more likel'y than urban physicians to be called upon to 
provide clinical, administrative, educational or medically-related community 
leaderships yet like urban physicians, they have had little formal training 
for. these endeavors. Moreover, mid-career physicians, like other mid-career 
professionals,* may be undergoing a mid-career* crisis of confidence. 

Several types of programs, $uch as the Area Health Education Centers, 
the Universi ty of- Minnesota 's Rural Physician Associate Program, and 

j ■ . ' " : * ./ 

"visiting professor 11 programs, do address /«ome of the needs of rural phys.ici 



/«on 



by providing meaningful links with major meflical centers. Moreover, • 
continuing education programs are becoming Increasingly accessible to rural 
physicians (7). However, none of these programs adequately addresse.s rural 
physicians 1 needs for sustained sjtudy of 'new or expanding areas* of medict*ne 
and development of leadership skills; and none adequately addresses. £he 
problem of physicians 1 mid-career crises* ' ■ * " 1 ' 



The Bush Clinical Fellows PrcTgramJs designed to address these problems 
* through fostering the prof essional development of established rural physicians* 
who have demonstrated clinfcal, administrative, or' educational leadership , 
in their communities. The impetus for this approach was the Bush Foundation's 
extensive positive experience with leadership development through fellow- ^ 
'ships, combined with i ts new interests in improving rural health care (3). 

• The Program has beeti developed and- moni tored by^ an administrator' 

(D. Fenderson) and *a Policy Board whose members were selected to' reflect 

* * * 

geographic and special ty distributions in Minnesota and on the basis of 

-) 

experience and leadership in meicfical ° practice 'arid education, The essence 
of the Policy Board's concensus on program goals, concepts., and selection. 

criteria is encapsulated in the Program's* information brochure for applicants, 

• , * - < • 

J * 
as follows*: • 

Applicants must be physicians currently "practicing in non-metropolitan 

• areas . . . of Minnesota, in ./ f ; .primary car$ settings. They 

, should also t be at least SS years of age Aoith ten or more years of 

clinical practice. Applicants should be able -to state clearly their . 
-needs, and opportunities for application of new skills and knowledge,/ 
, both as to their own career development, and to the„ anticipated • 
' benefit to tjte cdmmunity they , served Preference wilt b& given ~ ♦ . 

• where prior indications of innovation • or Imidership, and local needs - 
and opportunities*, indicate a likelihood of significant improvement 
in health care delivery and/or patient care quality. . m ' 

These criteria°for selection have* been^appl ie f d in a prc^ess whicfi 'includes 

Policy Board review of appfrfcatj on materials, sitev*£its (hf necessary) 

°and interviews at a yearly selection' seminar,- The selection seminar Serves 

the additional function 6f orienting appllfcapts to new ideas about health, 

care del f very- - €uccessful applicants pursye programs generaUy ranging from 



< 
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♦ * ' 

three to twelve months at institutions of^their choice; tfiey receive 
stipends of $2500 per month during' the fellQwship period,, together with 

\ # » 

tuition support of up to $2500 and a travel allowante of up to $500, 



The Program has now selectecfc three cadres of Fellows. From a total 

of 28 viable applications, 17 Fellowships have beer> ^warded , Most of the 

^ first group of seven Fellows have completed their programs; some have been 

' . i 

back in practice for. almost a year; a second cadre of four Fellows (one of 

^ the second group of five Fejlows^djd not pursue a program) have just^ ^ 



J completed their programs. A third cadre of .five Felfows are no^j In 

various stages of their programs. What tentative assessments can be made 
* of this approach , to improving leadership in rural health care delivery 
through airural physician mid-career sabbatical program? In the next 
sections, we wi J 1 /describe the evaluation methodology and present selected 
results. These results w*I 1 1 be based on data from the first two groups of 

y 

Fellows who have now completed their programs. 



EVALUATION APPROACHES AND METHODOLOGY 

* ' t • . * 

Two major evaluation approaches have beerr used as frameworks for 

'assessment of thi$ program — a' goal -or"! en ted approach (9, 10, 11) and -a 

,*case study approach (12, 13', 14) , Why and how have these two approaches 

been combined in evaluating this program? - 



A goal -oriented approach has been chosen as one framework for evaluation 
because we believe that one fundamentally important purpose of evaluation is 
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to assess how well program goals have been achieved (l'sT, Therefore, 
the Policy Board, as rioted^ formulated broad goal' areeh ^to serve as 
general cri ter ia for assessment of outcomes* These goal areas were: 

. i ' • • <^J 

1) improvement of the, quality of leadership in rural ihealth care and' rural 
health care delivery; 2) enhancement of rural physicians' professional 
and personal development; and 3) formation of J-inkages between physicians 
In rural communitifes artd their preceptors at host medical centers. The' 
Program goal s must be achieved through physicians who pursue diverse 
individualized programs and goals in response to diverse professional and' 
personal interests and community needs, .This individualization, and the 
consequent diversity of physicians 1 programs and goatsC complicates goai- 
oriented program*evaluation. The evaluation design 'addresse% the problem 
posed /by this diversity in the following manner- Fellows formulate 
Individualized program goals and criteria for success at the beginning of 
their programs, with the assistance of the evaluator. Then, the outc^Hpes* 
for each physician are assessed in relation to^these pre-specif ied' 

criteria. Fellows 1 outcomes are scrutinize^ t;o assess the Program 1 s 

* ' * * • » ' 

. outcomes which are, in essence, the stim of individuals 1 outcomes, categorized 
\ * K 

according to gener ic^Program goal* areas. This activity of formulating 

•- . % *• '• r 

goals and assessment criteria serves not onlyas a method for evaluating' N 
thejProgram, but also as ^method fbr' enriching it. It helps Allows guide. 

their activities, assess their progress, and leafn general Izable program 

* . - > m 

design and evaluation, skills. 



Goal -oriented evaluation, despi te its value,*is not total ly ^adequate . 

for ;assessrr\ent of .this program 'since 4 ts evaluation clearly presents special 

ft ^ • . . ' • » ' 

challenges;* First, *"th£r.e- is little extant experience with mid-career 



sabB&ticaT programs' for, rural, physicians. Therefore, Unplanned and 

serendlpi tqus processes. and outcomes can be expected and should be identified'. 

It is not sufficient to assess a comple*, emerging program onl e y within what 

'* '* * , * 

Stake *(16) labels as a< M preord inate specification" design-. Second, given - 

the unkjUenes's pf thns^rogram, .It 'is of particular interest not only to t, ' 

assess outcomes, But also to characterize the experience ^of pursuing In i d'— 

career-'sabbat fcal s. Third-, as noted, the. Program goa*ls must be achieved' 

% 4 40 S • * 

through physicians who„pur;gtje fc dl verse individual ized' programs ^nd goals in 

response to diverse professional and personal interests and community needs. 

*We have complemented goal-oriented evaluation with a case-study evaluation 

approach, in order- to meet these Valuation challenges (12*13, 14, 16). 

Namely , we have qua* itatfvely but systematically analyzed Fellows' 

experiences^, outcomes, and' impress ions , both to better understand and 

illuminate the mid-career , sabbatical experience and to assess the impact of 
» * # * , • 

I h« Program. Through these analyses we'have identified arid validated themes 

pertaining to Program processes and outcomes and suggested possible 

' . . . ■ V 

explanations for outcomes whlch-are, in fact, more^po^i^ive than might have 



been envisioned. 



t A systematic process of. data coll ectipn has been design^ to support * 

the goal-oriented and case study evaluation ^design. The approach to data* 

col lection and 'treatment,* and data Interpretation, to be described, is 

consistent with StakeVs views aboat evaluation standards. He states, "Much 

of the error people make*in». . . evaluations can be avoided by deliberate J • 

readiness, fare, replication, and cross examination. The evaluator does ^ 
v ^ 

not need to rely orf preordlrtate' objectives, experimental controls, or criterion 

- ; * ' I - * ^' 

te,sts to minimize evaluation errors. 11 \16,* page 1) " m 



.Each FefJow,-as notecj, formulate* gbaU and evaluation criteria at 
the beginning of his or her. program. Fel\ows then' complete monthly reports' 

detailing progress towards their goels, serendipitous outcomes*, and important 

- % * * 
# incidents related £0 the process of taking a sabbatical; they are encouraged' 
* * ♦ 

to submit log diaries and critical Wicident,s. The <eva1uator conducts in- 

deptK,^ Structured interviews wi t fvFel lows, at the; beginning of their programs, 

mid-way through the i ^ prog nams (defending on program length and site- of 

Fellowship), at the end of the programs, and per ipd really after, their return 

to practice. Persons identified by^Fellows as* references in thei r commutfi ties 

are interviewed after Fellows hav^ returned to practice to helV'assess- 

cpmmunity impact. The evalustor and pro'granv admin i strator periodically 

conduct site visits, Ss appropriate and needed. Also, Policy Board members 

have been interviewed to assess their developing views about Program goals 

» * • 

and other important issues. ^'This evaluation strategy flows from Stake's 

concept of ''responsive evaluation" which emphasizes that evaluation should * 

. address the concerns of those who are the primary audience for the report .(16). 

. - • „ 

Al 1 - interviews— wi th Fellows, Policy Board membersy and community 
,r<eferences--are sfummarTzed in "memos to the record." 1 data— Fel lo^s ' 
statements of goals and evaluation criteria; monthly reports;*lpg diaries;* 
and interview records — are scrutinized by the evaluatOF to "tease out"* 
tfiemes pertaining 'to Program impact and process; these themes are di-splayed 
in grids an^ checked by the evaluator agalhst remaining data. The' e valuator 
also checks the .validity of themes and interpretations by discussing them with^~ 
Fe 1 lows . ~t • 



' , .- RESULTS.. 



Many evaluation questions have been addressed through this goal- 

' • * * 

oriented, case stucFy evaluation. Her^, results will be presented In, 
relation to selected questions. What were the views-of Policy Board : 
members concerning Program, goal-s? ~What types of programs and goal areas 
did* Fellows actual ly formulate and follow?^ How we 1 1; were Program goa 1 s 
achieved through the experiences and achievements to date of th* first two- 
groups of Fellows? What iS^entailed in 'the process of pursuing -mid-career 

sabbatica-ls-? .What speciaT issues and problems h^ve been Identified? 

. * • ' - > v 

- . ' What >/ere the Views of Pol icy Board Members Concerning 

,.V ' Program Purposes and, Goals? ♦ ,, 

m -» * 

**.••<■* " j 

' * * i 

In a' series, of fljeetiricjs during the Program development stage, Policy' 

Board members reached a* concensus about: Program pqrposes and goals which / 

Emphasized community health care 'benef i ts, achieved through professional 

arid personal tievelopmertt of mid-career primary cars physicians. How did 

the Pc>1icy Board's views of Program purpose^ and goals change and develop 

as they gained experience in implement ing -the Program?- What dimensions, 

ahd facets, do thfey append, i nd I vtdua/Tly and as a group, to these general 

\ \ . • 

emphases'? The evaluator Interviewed nine Policy Board members j(the tenth 

member was but of the.country for a year)- after the first cadre of 'Fellows 

' "* - * " % : * ^ * ' ' 

had completes their prograrrfs and the second group had been selected, tof • 

assess their views about. Program goals and* other important hssues. 



Policy Eloard members general ly View the Pfdgram's goals irf terms "of 
mutual physician *and community benefit. Yet, ttfer.e U.,a nanc/e'pf views 
concerning: .the Relative emphasris on professional and community benefit; 
appropriate motiviat ions for Fellowship study; and the" meaning of comrT>unIty 
benef i t. * ' . ' • . , . - 



The majority of Pcjjy*cy Board members (n=6) strongly Amphas i zl mid- " 

\ / : ' ' ' • V ' ' - v 

career renewal as a primary goal. A composite predominant vision of the Bush 

" ( ' • - * v.\- '•*-'. * x ... 

Fellow (espoused by six^of'the Policy BoaVd* members )-* the j'r personal artel' 
professional situations, an'jdeal Fellowship program,* and hoprfd-for outcomes.- 
has the following dimensions. Policy Board members envision wel f-establ i shed 
physicians who may be in a '-down period, 1 and feel that they are 'missing 
meaningful directions in their careers*. 1 They may be experiencing a rfild- 
career crisis, indeed a crisis in 'confidence and 'self -esteem as they compare 
themselves with newly trained phys icians Whether in a group or a solo 
practice, thefy may feel 1 isolated 1 , in the sense of having a limited vi*ew<of • 
possibilities for renewal and change; the^ may feel 'devoured 1 by hectic.* 
practices, with little time to reflect oh personal, and professional goals 
or to develop meaningful Interests within the! r practices. As, a result of 
any^r^all of these problems, they may have even considered 1'eav ing f "rural 

• * * 

practices or pursuing alternate caVeers. * 

, ■* . • * • . ? ? - . 

» <l * 0 • < 

A- Bush Fel lowship .would ^gtvejhese physicians the o^poftynity to pull 
away»from their practices for sustained study in areas that* would contribute, 
to a primfiry care mlssloj/and community benefit. These physicians would ' • 
update their medical knowledge through 's£ate of the art 1 study at major 
medial centers; tjief would make 'significant shifts rn their cartfer*s, • ^ 



perhaps In 'administrative or health planning leadjp^hip; they Would (expand 

Jjl^ -. : ; _ * ^ I * " 



-A'\ 
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\ 

'. « . •' .' ' ' 

theij- horizons and discover new Interests and approaches to the practice of 
.medipintf; they would estabj ish col LegJaJ ^and^te/erral- l inkages with 
/sicians aVhost institution's. 
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Idea1)y, these phys iclans/ would return totheir practiced feel irig< 
revitalized, rejeuvenated/ and enthusiastic aboi^t practicing medicirfev They 
would^have alleviated se.lf-doubts, increased their selfre^teem, and inheres 

or > 

their confidence 'Jn their medical knowledge end practice. They would. develop 
meaningful interests in their practices and Kopefully assume leadership roles 
in improving health care, through contributions to address iTtg group^problems, 
♦both community and practice groups. If they had contemplated alternate 
careers, they wouldrfeel more comfortable with their present practices, in 
that they could alter emphases and directions and achiWve meaningful career 
goals within threse practfcSS-V>:}. ' _ 



\t*The following Ro1 icy B0^d members 1 comments illustrate the flavor of 

the predominant vision, * 

Give physicians in micLcareer ' one move opportunity to expand .their 
horizons, so they could continue to practice another IS or 20 years 
without saying to themselves, f If only .1 could have*. . .'Help them 
to alleviate self-doubts and become more confident about the quality 

1 of their practices . • • to reduce * their fears of changing, of not 
being able to hack' it, or not comparing favorabVg with younger,, more 
recently trained physicians. . . . Envision a doctor in a busy solo 

*^or small group practice. Provide hpn with a chfince to leave that . 
setting, for a few months, take a look at what he or she was doing, ask, 
f Is that what I wanted? 9 and hopefully respond, ' Yes, I'm comfortable 

* with 'it. ■ •* , . ' Envision larger practices which are so busy they 
seem to ^devottr^phi/ sicians. • Help these physicians to develop \ 
meaningful interests within their practices and* time within their ^ 
practices to pursue those interests by such means as adding other 
physicians or using non-medical personnel, with a subsequent impact 
on colleagues. ' * 

* * * A' A * 
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• In mid-career, there 'is a crisis, the same old questions, night call, • 
. ..and^runny- noses S Medicdl practice has changed; it's a different 

ball game. Encephalitis, is no- longer a major concern; allergy, 
neonatal care, and school Behavior problems, are now more prominent 
problems^' Yet, mid-career physicians refer these problems because 
they . are nbt confident of their skills in handling <them.* Md- 
career, physicians, need to get away, to get different angles about 
how to practice medicine; they* need to develop new outlets and feel 
more comfortable with new^ approaches to medicine and the physic-yzn 
role. They should develop administrative skills and involve them- 

* selves in- their*communities, perhaps as team phfhicians or members 
of School health assessment teams. As an outcome, physicians who 
might have considered leaving medicine, would remain, enrich thei!r 
careers,' and benefit their * patients and communities. * 



Three of the nine Policy Board members interviewed view physicians' 

percept ions' of community problems, rather than mid-career crises, as the 
- " ^ * - \ 

ideal motivating factor for Fellowship study; they view community benefit 

primarily Ih terms of addressing group (the community or the, practice groups 

problems, e.g*. , hospice care or clinic patient education, rather than in 

terms of physicians 1 improving the medical car'e of their own patients; 

they view ideal programs as aimed primarily a*t developing leadership, 

administrative, investigative, or educational skills, rather than clinical 

skills. The flavor of thl s? emphasis is captured in the following comments. 

Ideally, the initial impetus would be a sense of responsibility for— - 
dealing witp pressing community health problems. Thp Program would 
legitimate for rural physicians . . • a period of time away from 
*praqtice to obtain new or enhanced skills to address such problems. 
For exdjnple, a rural physician might be concerned about geriatric. * 
care and design a program intended to develop skills in organization,^ 
ctMmmication, and- geriatric health care delivery; >a physician might 
be concerned about a community problem of teenage pregnancy ayd pursub 
sabbatical studies in sex education, patient education, and learning* 0 
y theory. The focus phould be on group (community or practice) problems, 
not^ improvement' of clinidg^^kills for the physician's ohm patients. 
^ Many traditional continuinglhedical education programs are available 
for the latter^pwppose. The major thrust should be development ^of 
organizational, administrative^ educational, economic and communication 
skills to facilitate change. w " > 

Although Policy Board members dlf f^fe spmewhat In their views concerning the 

relative emphasis on community and individual benefit, and their views about 

« 

14 
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tf\e meaning of community benefit, their view,* in, general , of -Rrogram 

purposes has the following dimensions: . 4 

1 ) improved quality of health care ar^l health care delivery for the ' 

: ; ■ — < 

community through physicians 1 leadership in addressing, group 
(community l ar^d practice group) problems and phrough physicians 
improving direct patient care; ' ^ 

4 2) development of physicians 1 professional and .personal potential 
as theydevelop and apply clinical and leadership skills and . 
experience a process of "mid-career 11 renewalVand 
3)'forging of col leg I al links between rural ^physicians and physicians 
in host Institutions, * / 

The Policy Boa rd^ftetnb'ers 1 * views of Program^ purposes and* goals', categorized 
In generic goal areas, but richly illustrated with Interview 'data, comprise 
a contextual ly rich framework for evaluating" how wel l.Trogram goals have !* 
been achieved. / * * \ " ' 

What'typqs of Programs and Goals did Fellows Actually 
Formulate and* Follow? 

4 ■ 1 — 

s 
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, With one exception, eacf* Fellow actually entered the Program and 
achieved, in essence, the major goals for which his or her program was 
approved* Table'*! summarizes, in capsule.^ form, pertinent professional 
data, program Elements, and the areas of emphasis of each of the 11 
Fellows (In th« f Irst^wo groups .of Fellows) for which outcome data is 

reported in this paper. In order to ensure anonym! ty^ each Fellow is 

t v * 

assighed a letter code so that the reader can trace outcomes to particular 

Fellas, ' , \ . ^ 



The outcomes meet and jn'fact surpass the Policy Boa rd* s* hopes 

for the ^Program^no-matter^whleb- of- t^e-^Ker+a~for- sitccess^ are-appl ied^ — 

Almost all Fel lows achieved imprQ^sive outcomes in the^reas of: 1) community 
benefit (whether viewed in terms'of community-group* problems, ,practicfe^grdup 
concerns J o£ di rect patient carg); 2) professional and personal renewal; and 

* L I 

3). collegia-1 linkages wi th ph ysicians in host institutions. Outcomes wi 11^ 
be* reported in thes^ three generic goal $reas. Tables II and ill, and 
I V-A and IV-B, preseRt summary grids of oul^bmes, cross-tabulated by Fallows 
and specific qutcomes in each goal area, 'Examples* are presented .be]ow of 
, some major Oi/tcomes. I ri each case, Fellows are identified by their designated 
letter codes. L 

Commun i ty" ftenef i t : Convnun*ity -Group and *Pract ice-Group K 

•f . . . • * ! - / * V 

• • • " L * 

Examples of outcomes in the area of group (community or practice) 

* > i 

benefits are particularly bnpressive and* perhaps unexpected since many of 
the initial programs had 6 a distinctly clinical, direct patient care orientation 
These outcomes are summarized in Tattle II. Some particularly noteworthy 
outcomes wi U be described. 

Dr. D has been instrumental in implementing an innovative Smoking 
Prevention Program in the Vocal middle school. This program, which uses 
suchtethniques as group discussion led by school social leaders and 
assel^^^eness training to resist peer pressure, is viewed as the most 
effective of the smoking prevention, programs ( Review of Educational Research, 
Fall 1980). . To date, it has been Implemented only in schools near university 
centers: the University pf Minnesota, the University of Texa^ (Austin) , and 
Stanford University; "this f> the first time it has been implemented in a 



^^ra4-corpunity ; i - : t)rv D attributes this str iking.outcome to the- interest 

* • • • 

* * 

he developed .in the program while at the University of Minnesota's 
Laboratory of , Physiological Hygiene. 

' Several of 'the Fellows have been instrumental In developing clinic- 

-wide patient education programs and rn^promoting preventive medicine in the 

' I \ * N - 

community. One of them (Dr. B) v is working with the clinic nurse' pat lent- * 

educator to develop a patfent education program for chronic problems, e.g., 

allergy, diabetes, 'hypertension, to include wri tten handouts and patient 

support groups. He commented, J, fhe message would be, 'You can help your- 

selves* The doctor doesn't have a magic wand. 111 Another (Dr. D) was * 

• instrumentaj in helping the dietician start a popular behavior modification 

weight reduction coarse. He als^o has talked the hospital auxiliary into 

sending every new bafcy home with a carseat, an important preventive health 

K * 

•measure. Dr. E has promoted risk reduction community-wide by promoting 
"Heart Savers" classes with community groups. These classes focus on risk 
factors and responses tn cardiac emergencies. To date, since November 1980, 
over 300 people have attended. This Fellow is, in general, becoming a 
community "guru" on risk reduction, with several newspaper reports to his 
credit. He Is excited about a, variety of new plans, including: public 
information sessions, "unsmoke" programs,* and business on-site exercise 
programs. 



Dr. A. has taken leaders}*! p' in promoting the hospice concept in his 



area. He is working with .the hospi ta*l Mong-range planning committee, 
physician col leagues ,. other heal tsh .care personnel, and clergy to explore 
the use. of hospice approaches.* He>has presented in-service sessions on 



hospice care for nursfrtg Staff, coordinated a regional day-long hospice 

conference, and. lectured on 'care of^tfie dying patiin-t' to second-year 

I I 
medical students at Mayo. 

Dr. K. has taken leadership in Emergency medicine, both in his 
communTty as well as'inVthe met ropo 1 1 tar^ area. He has used' refined 
administrative, negotiation, clinical; and educational skills in organizing 
tlfe' local hospital ^nerg^ncy system (E.S.), and upgrading the, E.S. to the 
rank of an area centler. In pursuit of these goals, he has served as E.S. 
director and promulga tied W plan for full-time E.S. 'day coverage. He has 



upgraded n^^^^^ erSonne ' skills through developing; an educational program 
basefcl on "adul t 'learning methods, 11 As a result, al 1* phys i.cians and nurses * 
involved in the E.S. passed the Advanced" Life Support: *exam. * He has ' i 
instituted routine case reviews and a monthjy acute cSre conference.- The 
E.;S ? , as a result, has received external "stamps of approval 11 ; the ambulance 
service has been accepted as a member of the county emergency medicine system; 



and the Fellow and hospital administrator have been apppinted to the county 

i "* 

emergency -med Icine council. There is a growing focus on emergency medicine 
in the community as reflected by 'the -purchas^ of a third ambulance and by 
the administration's commitment to build a /ew emergency room. Dr. K is 

/ 

also becoming a leader In Vnergency medicine, beyond his local community. He 

>~ JL; • 4 

is on a committee to develop area-wide E.S. protocols and procedures. He 
has^^eri asked by a metropolitan hospital to help design a five-to ten-day 
E.S. Fellowship directed to the needs'of area physicians involved in E.S. 
work; and he has been asked to be on the faculty of a course at Mayo Clinic 
for rural E.S.*physicians. As he commented, "The whole thing has snowbal led. 11 



V 

* 

Several Fellows have< demonstrated unusual leadership in their 
prattice groups. One (Dr.G) persuaded his cc*) leagues to recruit three 
new physicians into their practice group. He' commented, "I sold the 
concept that we were all on a treadmill and that we should slow j>ur paces to 
get time to develop meaningful interests. 11 He attributes this putcome 
directly to the opportuni ty. provided during h i s #fel lowsh i p to broaden his 
horizons. As a result of adding the ^ew physicians, he has had time to 
pursue interests in hospital planning, teaching, and anesthesia* Another 
(Dr. D) also persuaded his collea.gues to add another physician to thei.r 
pracitjce, so they could all spend more time with their patients, focusing 
on preventive medicine.' Another (Dr. K)* has been involved in promoting the 
interests of his practice group through: T) serving as Chief of Staff; 
2t v impl ementing an evaluation of the Chief Executive Officer: 3) spearheading 
negotiations for purchase of a building needed /for clinic expans ior^° and 
k?) participating in , plans fo,r hospital remodeling. Some other noteworthy 
examples include: I) introduction of "state/of the art 11 anesthesia 
practices in a local hospital, through purchase of -up-to-date equipment, 
introduction of protocols and risk ranking systems, «md training of personnel 
(Dr, G); 2) leadersh ip^in development of an Qut-pat?ent chemical ^dependency 
treatment program '(Dr. G); and 3) development of a training program fey 
me.dical consul tjgmts, to local' health agencies (Dr* F) . ' • 



Community Benefit: Application of New and*Refiried Knowledge Yn Direct 
Patient Care and CllnJcal Contacts with Colleagues 

i - t K 

Examples ofpg#tcomes in" this area are legion, ana perhaps expected, given the 
types^of^cl inlcal preceptorshi ps which, were, thi core *of^many Fellows 1 



programs. These outcomes are summarized in Table III. Noteworthy 
examples include: 1) application of "state oPthe art" anesthesia .procedures 
to imprpve patient care (Dr. G) ; 2) application of ' up-to-date and practical 
al lergy testing (Drs. B, D, and J)r3) refined application of ^pulmonary 
.function tests (Drs. D.and J); k) application of\"state of the art 11 
cardiology prevention, diagnosis, and treatment approaches, to improve 
patient care (Drs. A, C, D, E, G, and K) ; 5) application of up-to-date 
dermatology approaches (Drs. D and J); and 6) use of microsurgery techniques 
to reimplant partially severed fingers, repair nerves, and repair tubal 
pregnancies (Dr. I). * 



out^bme? 



Some patient care outcome^ will be* brief ly detai l£d ta illustrate the 
flavor of outcomes in' this "area'. e Dr. G*reports that he Is .applying 'state 
of the art 1 knowledge of anesthesia procedures *to Improve patient care, 
including: 1) use of multiple psycholeptic drugs to keep patients awake 



but, pain-free; 2} use of the mechan leal ventilator,: and 3L sfcnhi sticated 

* • if i 

monitoring of biophysical functions during anesthesia. Dr. I reports that 



she now feels "on a par w'ith other allergists, 11 and is using updated allergy 
treatmertt approaches to Improve direct patiejit care. For example, ihe has 
ordered arid ;1s now. using new patch testing* materials r!dfcljiended by .the 
American Contact Dermatitis Association. She is also.using a medicine flow 



sheet (developed at the University of Minnesota) which allows clear visualization 
of asthma patients 1 progress. Dr. D reports *that n the greatest impact of 
(his) Fellowship has* been in the area' of "preventive medicin^. 11 He, now takes' ' . 
more time with each patient to do more complete cardiovascular exams and. n t 
^stress\he importance, of exercise, 'cTOn- smoking, and* reduction *f stress, 
weight, and salt Intake^ - H$ is most gratified by patients 1 compliance and 



by outcomes such as decreasing blood pressure,, wi thout medication. The 
result has-been "greater satisfaction in practice, 11 Dr.*E reports that he 
is applying refined cardiovascular prevention, diagnosis, and treatment 
skills in providing ,,4 5tate of the art" -cardiology car$ to his* patients, 
through more complete examinations and "use of ^11 the new invasive and 
Hon- invasive diagnostlc/nlanagement procedures/ 1 

Individual Benefit . ' ' - , • • 

Many outcomes., although assocflted » wi th community benef i t, ^redound ' 

' y ' f 

primarily to the individual physician's benefit; th'ese* outcomes can be 

characterized in terms of personaj and professional renewal. ° These 

1 . X ' ~ ■ • ' * . *\ 

outcomes are 'summarized in Table IV-A. Thjs renewal has many facets. For 

example,^ many Fel lows ^report a sense of "exci tement 11 and "joy 11 abput 

developing up-to-date ellnicaf knowledge and skills (Drs. B, C, D, E, I - , 

J,Vand K). For example, Dr. B reports that he has' /developed habits of, 

reading and independent study which are holding over. 1 He now reads three 

to four times as much as he dtd befdre his Fel loWshjp 'and makes' a habit of 

pulU'-ft§- journa-1— art ieles- -which he keeps in a stack on his desk/and goes 7 

thrc^jgh daily. Dr. I has found it a. "joy" to become up-to-flate in allergy 

care and plans to find^time. to study f6r Allergy, Boards.- -Dr. K*reports that 

he has 'learned again how to read and study. 1 He has asked KtmseTf, M |yit* 

pos'sibl^to create within my practice time for, reflection* and, innovation? 11 

As, a result, he has decided to 'continue this type of" Fel lowshtp experience f 

on a. smaller scale, one day e^week. J • ' 



Many Fellows have repo'rte^^^^^^^Rfg practice situations, which 
they attribute to changes In *thter«j^nffl^b } 1 Is developed during their 
Fellowships. For example, Dr. B replo£$ &^4t5e greatest change^for him 
has been # an Increase in rout ina dermH?^^W^:^ ; ^h4s .had beeha '"s Ide 
trlp^ 1 for him, bat many patients had al|g£'h J s'^dl leagues, "When will Dr. B 
be back? 11 to handle their dermatology problems* Also, whereas Dr. B used 



to see 30-35 patients a day, he now sees;?23-26 patients a day in order to 4 

provide more holistic pat ient vcare/as °wel 1 as to handle dermatology problems 

along with';bther problems in the s3me visrt.^ DrJ-J has alsa made significant 

'changes in her practice .situation, A major program gqal for Ijfer was to 

. " • . f • 

expand tc^a full-time practice. This goal has been achieved in that her 

practice has been "significantly busier thjs year, primari ly^wl th allergy , 

— s " ' 

and dermatology .patients. 11 She Is so busy that 'her^ nurse now gives shots 

.and administers medications, tasks she hers^ljF had previously done. In* ' . 

* f ' ' • 

• addition, Dr. I Is act Ively seeking to change her'. phys I clan role and Image 

— by using all patient allergy visits as v*hlfles to discuss other medical^nd 

( psychosocial problems, Consequently, she Ijs beginning to function as a 

• primary physician for many patients, which slie/nh'ds \o be "fun" and * ■ 

\ ' ■ ' ' ' — ' 

— -. ■ "int e r e sti n g." : ; ; — ■ ' : . . % 

■ ;*.*... * 

* [ Many of the Fellows report that their Fellowship expedience has had a 

positive impact on their family and their family relationships, ^r. D for 
t% example, repeatedly repoi|ted^tha\ hls.famMy (who moved'to the Twin Cities 
wfth him) also had a revitalizing experience, through changing their 

* ' - J - ' ^ r 

environments and developing new interests. Dr. Q noted positive changes In 
family relationships during his Fellowship per I od*, 'which he' attributes to , 

- . • V ' - ' % J' % • ■ 

having had more time to parent. • He commented, "Now, I am determined not to ' 
£PJ£ s ^^C|J)y family as short as In the past*" * 0 
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* ,0ne of. the most impressive, and 'perhaps unexpected , outcomes of the 

' > * J - « 

Program is the scope and intensity of % revi talj zat ion experienced by 

almost all Fellows, This sense of^rTnewa*) is powerfully expressed by 

several of »the Fellows: # 

Before my Fellowship, I was in a rut and fueling threatened by the 
competence of newly-trained family practitioners. During mv 
Fellowship, I enhanced my confidence and self-esteem, 'through 
successes in- leadership and refined clinical -skills* It was searu, 
intellectually and financially, but I proved I could do it. At 4S, 
I am lucky to find out that I do Jvzve marketable skills and that J 
, can returning* to, #i§ gommunity because T chose to return. % I missed my 
patients and colleagues and f$el great about returning. I am certain 

• I i^ill get respect and support there for pursuing new dimensions in 
my practice. * \ , 

I had begun to, find my practice boring\rxnd % wondebed, 9 Am Vdoing ^ 
what I> want .to be doing?' For me, the benefits of the Fellowship 
wzxejguph more than the scientific, medical knowledge I learned. > 
I have emerged with a sense of confidence in my abilities as a 
* / physician and pride irt my medical practice. I have had time to 

reflect on my practice, but also^time to relax and evaluate my ~ ' 
'goal's for the future. I now find myself anxious to return tp my 

# practice, , feeling refreshed, revitalized, and, enthusiastic about 
implementing new approaches » in my practice. 

: :' ■ K " ' 

^^Collegial and Referral Linkages with Host Institutions # 



• It was hoped that through this Program Fellows would establish continuing 
collegial axid ' referral linkages with physiciaffs at host insti tut ion's * In 
fact almost all Fellows have reported on-going substantive contacts with 
their preceptors (See Table IV-B). For example, Dr. C has come* to view 
some physicians in the nearest large community (Sioux Falls, SD) , where he 

had taken a preceptorsh ip, as a center for J referral and colleagueship, '..noting 

* ■ 

that he 'had talked to giany physician^ there on the phqne for years-, but 
neVer met them. 1 Dr. I maintains collegial and referral links with her 
preceptor at the University of Mjnnesota; 'she calls tiim for consultations*** 

ERJC • ' • ■ < : _ 23 
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and uses his laboratory services. Dr. K (who 'practices' in a community near 
v 

the'Twia Cities) has established collegia! relationships with emergency 

t f 

^service directors at various Twin Cities hospitals where he had preceptorshi p 

experiences during- his FeJ-kxwship; he now calls them directly t^Tdf^cuss 

• *• • . 

problems that cross the boundaries of different ambulance services. 

T " * ' 

'* 9 m What v is Entailed in the Process of Pursuing 

Mid-Career Sabbaticals? . / 

This question isr imp^Ptant for several reasons. Fi rst ,\ there is 
- 'flttle extant experience with mid-career sabbatical s< for rural physicians 
and it is important to study the character of 'this experience. - SecQnd, 
study of this experience can help to account for outcomes. Third, if 
persistent patterns are ^discerned, knowledge of these patterns ^can help 

to guide future Fellows. ^ ' * 

r • - 

Our case study analysis suggests that there are consistent patterns 
and themes in the Fellows 1 experiences, despite diverse interests amd 
circumstances. Among these. themes, the mast Important relate tar I) the 
transition from practice to Fellowship; 2} .fitting into the fabric of clinical^ * 
training and designing programs; and 3) the-v trans i t ion from Fellowship to 
practice. Ea^h of the patterns will be discussed and illustrated. 



The Transition from Practice to Fellowship 



Almost all Fellows experienced some discomfort In -making £he transition^ 



from .practice to Fellowship. Durihg this period, Fellows must adjust from 



r • 
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\a structured practice situation to an cinstructured Fel lowshi p fsi'tuation in . 
r T —7^ 11 1 • 

which they must personally instigate all-actions related ti their goals.- 
Dr. G c&mmented 'thaj^jas a physician locked irvto a busy, structured 
schedule, he had yearned fortime to,' grow, but at first found it unnerving 
to pr-oducJti vely structure life as a student without' the demands of a 
practice, schedule. [ Mo'st Sf the Fellows have resolved these difficulties » 

1 ■ . • 

through a process .of learning to s&t priorities. Dr. .K's comments about' 

.* ' ' * \ • ^ 

tfie problemsjfie encountered during this transition, and the learning process 

\ * 
stimulated by these^diff icul t ies, is typical of what other Fel lows report , [ 

The greatest impediment in the firsu'month <?f my Fellowship was^ the 
.discomfort I felt in having, responsibility for time commitments 
with a completely unstructured schedule* I now recognize how 
totally the life of a practicing physician is Structured by others. , > 
To move out of this has been threatening. *• Ijhave found an abundance^ jf 
of opportunities to enrich my education. Many conflict in time and 
some are more valuable than others. I am developing the skills to 
set priorities* and make selections*, 7 • * - % . 

During the transition period, Fellows must a«lso adjust fj^nT^e 
physician role,%n<i .the i r relationships with patients, to the student role . 
This adjustment has several facets. First, *as .Drs. G and I commented, 



'physicians become accustomed to the aura of the physician' role and find 

it disconcerting to. take on the student role. 1 Seconds-Fellows tended* to 

miss theiir patients at first . For example, 1 Dr. G % reported that he 'actually 

experienced the classical symptoms of situational depression which he 

» * • 

at tributedjtb walking- awey from h i s- practice and pat ients--a .seasoned 

physician— and becoming a student. 1 Third, Fellows must adjust to stu'dent- 

i ' $ 

preceptor relationship* . For example, Dr. H 'commented, "I'm not sure .how v 

J " T ' * » 

I feel about being a^owl/ resident." Beepers, call schedules, keyj, room 
assignments, meeting, and getting to know my teachers. Scary tame." He 



_a<jds,-"Find ing it hard to hbld my^tongue^and remember I am. the student. 
So long I 've made the decisions/ 1 Each of these types' of adjustments 

give 'Fellows the impetus to look at themselves. Smd their roles in new- 

f • - < " 

ways. 1 v 

* ■* 

% Also, during the trans i t ion. per iod , although Fellows reported working 

* / y 1 * o - 

•'hard — some as manya.s 80 hours^a week--,they still have found *that they are 

adjusting ^as C)r. D commented,, "to a slow-moving pace as compared with a 

* \ • 

hectic clinical practice* 11 Dr. K portrays this si tuation vividly. k Mid-way 

through his Fel lowship,* he'.hel ped out in his clinic during a flu epidemic- 

He commented:^ had forgotteT) how wuch pressure .is on the physician frpm 

a* time standpoint, . . • There is no time to^think." -While the change 

-in pace Kas at first been disquieting for most of the Fellows, it has also 

probably been one of the most sajutary aspects of the Fellowship experience. 

As Dr. D commented, "the slow, unstructured pace provided much needed 

time for -reflection about future go^als aftd implementation *of new ideas"' 

and practices in my community." This theme was echoed by almost all of 

the Fel lows. * • » 

' i • . \ . • -• . .' ' 

Fitting Into the Fabric of Clinical Train v tn<> 



_ ■ * ' - ■ \ 

Almost ^11 Felldws have rrtede special' adjustments to fit "into the* 



fabric of clinical training, a situation in Which they are a-unique group, , 
neither medical student nor* resident. I n th)^ category , we include issues 

related to:" 1) def iolng^fli recti ons and goals for an entire Fellowship-' 

• * • * 

or for specific segments; 2) Fellow? 1 roles in host institutions; 

3) supervls&ry and collegial relationships^! th mentors, preceptors, and 



» • 

r 

other students; and k) adjusting to different clinical millieus. 

Defining Directions and Goals . „ Almost all Fellows experienced some 

* - v * 

initial concern or difficulties with respecjt to 1 defining goals in general 
and arranging, d intcal experiences* For example, , Dr. K has periodically 
asked himself, M Shduld my goals be broad. and flexible, or ha i* row and 

specific? Should I explore many areas or focus on a few specific areas? 11 

t * * * 

After much cogitati.on about this .Issue, most Fellows have formulated 

" : - * • - * . 

clearly def'lned broad goals, but have been flexible in altering emphases 

* • 

and specific;.- Dr. K commented, "It is important^to have overall goals and 
to work to achieve them. Nevertheless, flexibility is important. Physicians 



are inherently goal-oriented and worlc like race hourses. It is self- 
defeat ing to, % he purposes of k sabbatical to set inflexible goals.." 
Dr. K agrees, commenting, '.M. have been goal -directed, but often, one cannot 
predlct^what W/f 1 1 be of vaJue,-> I sift through the sea with a magnet. 
This has helped me to" achieve more and I have scanned many options for the 
future." ■ ■> ' ' 



Fellows 1 ~Rolqs In Host Institutions . On the whole, Fellows have been 
warmly welcomed at host Institutions. For example, Dr. D'commented thaj: 
he had 'received a warm reception and been a welcome guest in every 
precjeptorship setting. 1 Nevertheless* many- FtfUoiSs mentioned difficulties 
"fitting Into the fabric of clinical training, due to ambiguous expectations 
about Fellows 1 needs ancL the uniqueness of their positions. For example, , 
Dr. B.commented, n l am not^accept$d as a^peer in any one group — staff, 

residents, interns,. .medical students; so that J' f ind myself conforming to 

. '** • \ t r • * ' " ■ 

each little group wherever I happen to be. at that time. Usually after the 



first week or so, people accept my presence, seem to work along well, and 
do seem to be quite cordial." Dr. C commented, M The phys icians^a'f Sioux 



Falls were cooperative, but I think they find It a little awkward to have; 
.a practicing physiciafr present. 11 'Moreover; Fellows'find themselves 
competing with residents and students to do procedures and obtain valuable 
clinical experiences. Dr. D -noted that in pulmonary medicine at the 
University of Minnesota, 'although there were always people available to 
answer questions, he found himself competing for experiences with resident^ 
and students. 1 He commented, as did many other Fellows, "One needs time 
to bui'fd trust." 

. i • 

% 

Supervisory and Collegl.al Relationships with Mentors, Preceptors, and 

' Other Students , Among the most important Fellowship experiences involve 

; — * ' 

relationships wl thjnentors, preceptors, and other students. Preceptors serve 
many roles for Fellqws: guides, mode Island colleagues. Dr. T valued the ' 
guidance and supervision provided by his preceptor in microsurgery. He^ 

* ♦ \ - 

cpmme,nted, "Thermos t positive thing was to improve my techniques i'nTnTicro-,, 
surgery, Under the guidance and supervision of an expert. For many^ years, 
I have practiced surgery alone and it has been a very rewarding experience 
to have someone Jookirrg- over my Shoulders to help me learp from and correct 
my own mistakes." Dr. H felt that "exposures to" geriatric role models—in 
tfiel r -med-lcal and pol i tical -roles — has beerr most enlightening." Dr. B noted 
that, 'half of his teachers were younger than he and that it took time to. 
g^fover their deference to his age and bacground, but that soon a nice 
balance of student and col league was reached. 1 
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Fellows' relationships with other students and residents are complex. ' 



9 
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Due to their experience, Fellows have the potential to serve as preceptors 

for students and playing th£s role serves to enhance their self-esteem. 

Dr. D commented, "I've enjoyed contacts with various students 'and discussing 

medicine ip rural Minnesota with them* t feel I've been helpfuMn teaching* 

various aspects of medicine.! 1 He believes that bis contacts with medical 

students and their strong interest in his practice expediences and hfs 1 

Fellowship activities have 'enhanced his self-esteem. 1 At the same time, \ 

r 

as noted, Fellows do find themselves in competition with other students for 
clinical experiences. 

M \ 

Fellows must also adjust to a variety of clinical milieus . In general, 

* 

Fellows' experiences in different clinical milieus helped to .broaden their 
horizons, but also to enhance their confidence in their medical practices. 
Dr. B's experience at Mayo Clinic/ for example, provided the impetus for 
gi ving~~even greater emphasis to -holistic patient care; he came to view the 
primacy care provided by hj/s clinic as an Important and special, contribution 
to health care delivery. Dr. D commented, "There are better mfnds at the ' 

medical centers In the Twin Cities, but there may be better,, more cc3brdlnated 

<; 

patient care In my community." - 

« *. * 

■ * ■ » • 

The Transition From_ Fel lowshi|j to Practice 

Generally, Fellows have looked forward to their return to practice. 
As^Dr. K commented, "It will be nice to get bick and It wMl be tun to relate 
to patients < and colleagues/" 'Yet, the return to practice has been a two- 
edged sword.. Dr. D mentioned the corifcern expressed by some physicians about » 

tV. * ' . - 23 ' ■ 
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losing their practices. Generally, this has not been the case. As Dr. K 
said, "My schedule , is full of people who want to return to my care now - 
that I am coming back." Thfcs quick return. of patient volume has forced 
Fellows inta : a rapid transition from a slow, unstructured pace to a hectiQ 
practice. Dr. D began to 'feel swamped and back in the* same old grind. 1 
Dr. K found the first two w6eks to be, "stressful and traumatic," He had 
"forgotten what it was like to'be under pi^ssure and to have one's time 
structured by other people." 

* 

Most of the Fellpws had developed interests and ideas they wished to 
pursue in their practice situations. Some encountered resistance to 
changes they wanted to make and thi^s resistance had to be overcome. Many . 
Fellows found themselves over-extended as they attempted to pursue their 
new interests within a hect it practice. They have taken several routes to 
addressing this problem. Some, such as Dr. K, are "strugal ipg* to find ways 
to djiletjgrtfe," ljut have not yet foCind completely satisfactory resolutions. 
OtheVs, suchas Drs. D and 6, have convinced their colleagues to recruit^, 
addi tional' physicians 'for their practices. 

* ] l- - : --. — • 



Thus, pervasive and conslstentf^atterns have been observed, despite 
wide variations in Interests and circumstances. ^Fellows tend , to fexper ience 
considerable discomfort as they make the transit Ion from the physician to the 

• student role** and the transition fr6m a structured practice situation tc» 

// • . • r 

a relative^ unstructured Fellowship situation *Jn which they must 'determine 
their own goals ancj directions: , They^hyst fit Into* the fabric of clinical 
training, In which they are a' unique group, neither medical student nor 
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resident* Therein, they must clarify goal and role expectations with 

■> 

a > , 

preceptors who as yet have ambiguous conceptions about their status and 
needs. Upon their return to practice, they experience difficulties in 
making the transition to a hectic .practice/schedule; N they may become oyer- 
extended as they attempt to pursue new-found interests ;'*they may encounter 
resistance to changes they would 1 f ke^ to make* Host fellows do eventually 
resolve these difficulties through' processes of adjustment* % Many bel ieve- 
that making these adjustments constitutes a fundamentally important learning 
process which may help to account, impart, for the impress ive , and 
unexpected, outcomes In the areas of community benefit and professional 
renewa 1 . 

•What Special Problems Have Been Noted? ' * 

6 

\ ^ 

.Despite the clear successes of the, Program, it has -not had the number' 
of applicants envisioned or desired. The Bush Foundation had *al located ~ 
funds for 12-15 Fellowships per* year.. Yet, in the first three selection 
cycles, out of 28 viable applications, only 17 Fellowships were awarded. 
Board members" and Fellows suggest that this situation is symptomatic of the 
real problems that rural physicians have 'in leaving their practices for any 
extendedrfpsr lod of time for professional renewal. Many note that physicians 
fear the! loss of* their practices in whaUis viewed as an increasingly 
competitive practice environment. Furthermore, mid-career physicians, with 
children in "college, typically have heavy financial obligations. Some 
suggest that financial constraints are not the main Imped irfients to leaving 
practices (since the Bush Fellowship support is generous) but rather 
emotional ties to patients and fear of . ch&nge or failure* One Board member 



commented, ''Physicians have strong emotional ties to patients'who are a 
source of continuity and support. They know they should leave their 
practices for a period of time, but their need for reoewal conflicts with 
fears of breaking ties with patients, fear of failure, and fear of taking 
a chance,"* Some suggest that physicians in groups, who are "married 11 to 
their partners feel* reluctant to ask their partners to cover for them.** 
Similarly, solo practitioners have, had difficulty obtaining practice 
coverage. Many suggest that the decision to take a sabbatical involves 
major dislocations. As Drs. D ^nd K comment, 'It's diff icul t to muster 
forth the energy. and overcome^nert ia. ' Potential ,Fel lows also confront 
issues related to family and living arrangements* In addition to these 
fundamental issues, many suggest tha¥ -potent lal Fellows may simply not have 
sufficient knowledge about the/Program in terms of their own personal 
cirqumstances . As the Program Administrator has commented, "We made the 
naive* assumption that we could proclaim the opportunity and have an immediate 

effect. That turns out^not to be true," - 

\ - 

An associated problem is that despite extensive efforts, two Fellows 

were unable to^ind adequate practice coverage and had to truncate their 

, < " ■ ,-1 

intended programs. The actual commitment to absence from practice for a 

' . *' • I 

prolonged period of time is more difficult than had been anticipated, 
particularly for solo practitioners or physicians in small groups. The 
issues associated with this, situation aj^e crucial- to Address since they also 
effect recruitment of physicians into the Program. As one Board member 
commented, "A major problem is the failure of the Program to adequately 
reach 'grass roots' doctors in> solo or small group practices." Another < > 
asked, "How do we help Dr. X to getaway? It will be a( challenge for .the 



Policy Board to make -mid-career sabbaticals truly practical for those who 
. dream of getting awayT The need Is # there;, some parameters to make It 

v. 

possible are there, but some barriers are still in place." 

. > - . • • • ' 



Another issiie^ relates to guiding Fel lows. y\s di scussfcd earlier, 
Fellows experience Considerable discomfort, indeed floundering, ih the 
transitions' from practice to Fellowship and* from Fellowship to practice. 
Much of this discomfort appears to focus on difficulty in determining* 
program directions and goals.,, difficulty In communicating expectations to 
'preceptors, and difficulty in fitting into the fabric of clinical training* 
Feljows also experience the, emot tonal difficulties associated with sudden 
role^ shifts. To what extent and in wha,t ways should the Program , 
administration attempt to ameliorate these difficulties through guiding 
. Fel lows? , : n 

v •. 

Currently, guidance takes place in several forms and contexts. 
Subsequent to'Policy Board screening of "applicants t questions are typically 
.posed to applicants directed toward helping them to focus their programs 
and goals,, with a^view towards optimizing, professional and cortvnuni ty # benef 1 1; 
selection seminar interviews typically serve the same functions. The 
program administrator has played a major role in helping Fellows shape 
programs, through site visits and correspondence before the <select lop seminar 
and meetings during Fellows 1 programs* FurtfTer, before beginning their 

programs, each Fellow ^neets with the pYclgram administrator and evaluator to 

" - *,* ' + 

define goals and evaluation criteria; subsequent in-depth interviews are 

/V, 

Intended to help Fellows assess progres.s and future directions. Neverthe- 
less,\Fellows still experience discomfort related to defining Program 



.directions and to the problems asslclated with sudden role shifts. 

v 

There are different stances one tould take concerning guidance of 
Fellows, "and the related issues of Program concreteness- and flexibility. • 
The Policy Board and admini strat'ior kcou1<J help Fellows to narrow content^ 
areas and goa.ls*even before the -"selection "semi nar and commit Fellows to 
follow through ,on^hei r plans, thereby 'helping them to make the best.use 
of their tin\e. Clearly, however, the problems Fellows have in structuring 
programs are, in fact, meaningful learning experiences, which maybe of value 
In enhancing thei r professional lives. There is a fine line between helping 
Fellows make the most effective uscof their' time through guidance and 
support and prematurely terminating an \ intr insical ly valuable process of 
adaptation. 

CONCLUSIONS AND IMPLICATIONS , 

. The actual Program outcomes to date are impressive i^ terms of 
community benefit, individual development and renewal, and community 
linkages with host institutions. It could be ^rgued that the assessment . 

of community benefit iii terms of direct patient care is suspect, since 

* -» 

direct patient care outcomes are most adequately assessed through such 

i * , * 
methods as chart audits or quality*of care assessments. m This Ws true; 

However, .these evaluation methods would not hive been feasible 4 in assessing' 

a Fellowship program, with fallows who practice in^ communities sprinkled , N * 

$11 over the state, who have pursued divefse programs directed towards ( 
# 

diverse goals. Nonetheless, we contend that this assessment of community 

* * * 

bentffl^t in terms of direct patient care, through physicians 1 reports of > 



refined skills, use of new approaches, and, n^w-found confidence rs^patfaningful 

and strongly suggestive (on a ^ladder of assumpt ionsi 1 ) of improved* patjent ,* 

cars. Given the positive outcomes to ,date, this type of program has the 

potential .to be , a 'prototype for continuing education, that will "contribute 

in significant ways to Improvement of rurakrhe^l th c^re delivery, /Further 

^ t * / * *♦ 

goal-oriented and case-study evaluation of this Program i°s needed to 

validate these themes with lafger^-numbers of Fellows, to assess long-term 

.... * * " ' 

butcomes/ to determine the predictors and conditions of suqcess, »and r to 



assess the feasibility of this approach as a practical approach to continuing 
'education for large numbers of physicians. Hopefully, documentation of * 
the impact of this foundation sppnsorecf program will 'serve as an impetus * , 
for physician practice groups to develop their own sabbatical programs. 

This program has the potential tp serve as a. prototype for continuing 

education and mid-career development of| physicians, as well as other 

I 

professional groups such as lawyers, nurses, and dentists who do not * ^> 

" . ' • ; 

currently have Institutionalized sabbaticals. The evaluation approaches 
themselves' may provide guidance for assessing fellowship programs which, 

until recently, have not been systematically evaluated. * * " 

» • • • * - 

I BH/nbj • 4 . " • a ^ 
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TABLE 



Capsules of Fellows* Professional Data, Fel lowsh I p Program's, and Areas 
of Emp.hasis. ' ' . 



Dr. A , Age 52. In practice 20 years -In same community,, Family physician 
In group of three physicians. Former president o? the Minnesota Academy 
of Family Physicians (1975-76). Rural Physician Associate Progrkm (RPAP> 
preceptor. Mayo preceptor and * lecturer. . Goal areas : hospice care,*/** 
cardiology, diabetes-, geriatric care, oncology, precepting. Program time 
frame :- September-October, 1980; part time, December „ 1 980- June J 98 1 . 
Major program components : cardiology preceptorship, St. Louis Park 
Medical Center (SLPMC), St. Louis Park, Minnesota ,-4one* rnqpth ); advanced 
cardiac life support class; observation at Diabetes* Education CenteP, 
SLPMC (one week); preceptorship at Haspice-St. P$ul' (two to .three weeks); 
attendance at Third Annual tfospice Organization Cphference; attendance at 
various hospice meetings. 

— — : : — . ' i: ■'■ ■ ■ 



Dr. fe , Age 5f\ In practice 25 years «4n same community. , Family physician 
in group of nine .physicians. School *board member.) Hospital family practice 
1 eader ♦ Goal aKaas : bas I c sc Lences-^Imihuno 1 ogy and^haj^nacokLnet Ics— rel a £ed 
to a 1 raray ; a 1 1 e r gy j~ deTma 1 6l ogy ; patient education; -independent learning. 
Program rtme frame : September 1, 1980-,Februar7 29, 1981. Major program 
components : Mayo Clinic: "Vlslti'ng Clinician^ 1 in allergy, asthma, 




1 



dermatology; attendance at medical school lectures in Imn\unology, cardiology, 
pulmonary medicine, cutaneous** system;" observation of patient education 
program. St. Louis Park Medical Center*** preceptorship in allergy t 
dermatology. Attendance at conference on family practice care of asthma patients 
.(San D^ego). " - . • * 



Dr. C , Age 57. In practice 2k years In same community, general j^raet 1 1 loner 
in. solo practice, RPAP preceptor r (three years)/ President, Southwestern 
Minnesota Mfedlcal Society. .Chief of Staff, local hospital. Goal areas : 
cardiology, emergency medicine. t Program Jtjme /frame : part time Jufy 1, 
tcr >June, 1980 (contacts with potent I aj cooperating Inst i tut ions with 
expenses paid, but r\o stipend) ; part time June 1980-June 1981. Major 
progrart components' : cardiology preceptorship, Slorux Fal.ls (two weeks); 



1979 



emergency meefcine seminar, San Francesco (five days); trauntS seminar 1 , 
University of Minnesota (UM) (five days); cardiology preceptorship, St. 
Paul-Ramsey Medical Center (SPR) (eight days!; one- to twa-day 'grecepttorshlps 
In Sioux Falls.. - . * :^ 



9 

ERLC 
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Table I continued 

i ' f 



Dr. D , Age 48* In practice 22 years in same commuii^y. . Family practitioner 



ln*group of six physicians- Delegate, Minnesota* Academy of Family Physicians; 
School board member* Chief of Staff, Iqcal hospita,!. Medical director, 
rehabilitation center. Medical director, nursing home, Regional director, 
RPAP. RPAP preceptor (five years). Team physician. Goal areas : cardiology, 
pulmonary medicine, Sports medicine, ffitness< preventive medicine, patient 
education, diabetes, teaching. Program" time frame : September 1, 1 979r 
February 29,. 1980* Major program components : , pulmonary medicine preceptor 
ship, UM (two month s ca rd I o 1 ogy precep torsh i p , Hennepin County Medical- 
Center (HCMC) (two months); observa|ion of coronary care unit, SPR (eight 
days); neonatal intensive care preceptorship, UM (one week).; orthopaedics 
preceptorship, HCMC (one month); cardiovascular disease continuing medical 
education course, UM; cardiovascular risk conference, UM; chest radiology 
course, UM; study at UM Laboratory of Physiological Hygiene—smoking pre- 
vention .program, cardiovascular rfsk program, Mr, Fit, and exercise 
physiology. / 



\ 



Dr. E , Age 48, In practice. 20 years in same community. Internist in group 
of 17 physicians. President, county medical society. Co-ini tiajor/medical 
director, periodic community hypertension screening 'surveys. Medical 
supervisor, YMCA card isfc rehab i 1 itatiorf program. President, Kiwanis (1969-70) 
Coordinator, CME Seminars (A973-78). Goal areas : cardiology in community 
setting, including prevention, diagnosis and management; education—patients, 
in-service, continuing medical education. Program time frame : October 1979-. 
March 1980; additional two months 'at time to be determined. Major program* 
components : Mayo Clinic, "Visiting Clinician" in cafNiology; study use. of 



echocardiography aftd Swan-Ganz catheters at Northwefitexn Hospital (NW) , 
Observation at UM Laboratory of «Phys iolog ical Hygiehe; attendance at risk 
factor identification conference, UM. Attendance a\ cardiovascular care 
conference, UM; Minnesota Medical Association (MMA) /seminars for directors 

of medical' education. \ . 

K 



Dr. F , Age 57. In practice^ years in same community. Pediatrician in 



group of 25 physicians. County health officer.. Director at Large, Schooh" 
District. Southeastern Minnesota Health. Advisory Commission. School 
physician. Goal areas : viral and bacterial infect ious]\diseases?-repidemlo1ogy , 
identification, vector control ,*survei lla^ce; public ftralth and role of 
public health offider; childhood development, part icufflifly high risk infants, 
failure to thrive, sudden infant death- syndrome, chi Ickibuse, behavior 
problems, handicapped children. Program time frame : August-September, 1980.; 
March-April, ifeSI, Major program components : rotations in Minnesota* 
Department of wealth; meetings with special ists* if* viral diseases and s ^ 
bacterial diseases, UM; pediatrics infectious disease course, UM; fellowship 
In ambulatory pediatrics, handicaps, pre-schoal and school functioning,^ 
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Table J 'continued 



Harvard Medical School (HMS); developmental-behavioral, pediatrics' course, 
HMS; course in managing children's/adolescents' psychol6gical crises," 
HMS. * k ^ 



Dr» ,G , Age .37. In practice 11 years in same community.' Fami ly^prac'tl tidner 
in group of 13 physicians. Instrumental in building group and developing 
"model small town hospital 11 yith emergency room post-anesthesia recovery 
room^and coronary care unit. President, practice corporation. Hospjtal 
board member. Preceptor, RPAP and second-year medical students. Goal .areas : 
cardiopulmonary crises," anesthesia, psycho-sociaj problems, neonatal Inten- 
sive care, computer technology, death and dying i chemical dependency, 
teaching, basic learning ski 1 Is, career development. Program time frame d 
September 1, 1979-May 3W 1980. Major program; components : card iology and 
respiratory courses for second-year medical students, UM; biomedical computing 
course, UM; dynamics of marriage and family course, UM; graduate respiratory 
physiology course,* UM; basic and advanced cardiac life support classes; 
independent study -of exercise stress testing j*apprai$al of respiratory 
function, and anesthetic agents; function as resident in anesthesia/at SPR 
(two and one-half months); cardiac arrythmias course, UM; visits at several 
chemical dependency treatment centers--St. Johns, % St. Marys, Glenwood Hills, 
North Memorial, HazeWen; observation of coronary , care unit, SPR; preceptorship 
at neonatology, service, ' St. Paul Children's Hospital. * ' I 



Dr. H» Age ^5- 



practice 16 years^ 10 years 
practitioner with one other physLciah. Clinical 



i n ' salffe commun i ty . Fam 1 1 y 
Associate Professor, 
Department of Family Practice and Community Health, UM. Preceptor to medical 
students /and nurse practitioners. Used nurse practitioners wi'thin practice. 
Developed hospice and daycare center. Delegate: P/esjdent's Council *°bn 
Aging. „ Goal areas : geYlatrlcs--dlsGip1 ine; theorles'of aging; basJc sciences; 
clinical knowledge and skills; preventive medicine; sociaj, economic, and , •{ 
demographic aspects of aging; physician role. Program time frame : ' September 9, 
1980- September 1981. Major program components : function as third-year 
resident 1 n*^nul tldi scIpUnary" team at Deerlodge Hospital, University of 
Manitoba, as Clinical Fellow'In Geriatric Medicine. 



Dr. 1 , Age 5**. . In practice, part-tlrfte 13 ^ars in same commun i ty.. $JfeP 



pedatrlc allergist, In^cllnlc setting, with other physicians for consultation 
Active rtfember of the American Col lege of^AUergy. Goal areas ; update in 
allergy, Immunology 9 pulmonary medicine; expand^to ful 1-tlme^practlce, with 



ERLC 



V 
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Table I continued 



increased scope in adult allergy*, immunology, and dermatology. Program 
frhrie frame ? September 11, 1979-May 31, 1"980, 80 percent time Fel loWship 
and 20 percent time in practice! Major program components : allergy and 
dermatology outpatient preceptorshl ps UM, VA, SPR; medicft school immunology 
course, respiratory conference, UM; rheumatology conference, UM r ; annual 
allergy course, UM, 



Dr. J , Age5(?. In practice 10 years, 6 years in same community. Solo 
practice In general medicine and surgery. Goal area : microsurgery 
techniques. Program time frame z^-Janjuary 1980, Major program components 
microsurgery preceptorship, University of California, ^an Diego, ^~ 




Dr, fc, Age ^6,- I n.practice'20 years, I8*years in same community. 



practitioner ]n group of nine physicians. Principal Investigator, 
from National Cepter for Health Services Research to stfud^ the use 
i nteractive* television in health care delivery. Chief of Staff u local 
hospital. Preceptor, Mayo students and SPR family practice residenl 

Goal areas : upgrade clinical knowledge £nd skills to feel competent - 

family physician; learn n state of the art 41 of emergency 'med icfne — clinical^ 
administrative— to upgrade the local hospital emergency service.' Program 
tifne* frame s September 1, 1979-August, 1980. Major program components : 



observation and preceptorships in various emergency rooms — Waconia,~ North 
Memorfal, HCMC, SPR, -Mayo Clinifc, Los Angeles County Hospital, Harbor • 
General HoSJvital, Long, Beacfi- jjpspi tal , Kajser group, Novata Community 
Hospita.l. Short seminars, conferences-, reviews. and preceptorships in a 
variety of clfntcaKand administrative £*eas: advancecTTIfe support,*. s 
adolescent medicine, basic sciences, cardiology, dermatology, ENT, emergency 
room principles and procedures, electrocardiography, fami ly practice, review, 
genetics]/ negotiation, neonatal care, pediatrics, plastic surgery^ psychiatry, 
psychotherapy, pulmonary medicine, radiology, renal disease, rheumatic ' ^j^ 
diseases, sexual ity> wellness,^ independent study. Administration: director, 
locaj Emergency room; Chief\of Staff, local hospital; Chair, MM'A Directors^ 
of Medical Education Seminars planning committee; Ihatr, Foundation for 
Health Care Evaluation edCic^tlon committee. Education: director, continuing 
medical education at local hospital; member, of committee to write SPR m » 
family practice residency, objectives, „ 



- ( 



X 

Of 



TABfeE II 

0 
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TABLE 1 1 1 
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Community Benefit Outcomes: Application of New/Refined 
Knowledge "in. Direct Patient Care^and 
% - Clinical Contact with Colleagues 
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TABLE IV-A 
. \ Individual Be ne f i t Outcomes 
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TABLE IV-B 

Collegian/Referral linkages with Physicians at Hpst Institutions 





Fe J 1 ows 


(coded 


identftle's) 






Outcome 


A 


B 


c . 


D 


E 


F 


1 G 


H 


I 


J 


K 


Colleglal/I^eferra J Ltnlcages * * | 


X* 


X 


•X 


X 


X 


X 


X 


> 

X 


X 
1 


X 


« 

X 










9 

















REFERENCES 



1. Colmen, T. G. Sturdy evaluat iorTof programs: Reality or mirage* 
Brofiles (a journal of the W. K. Kellogg Foundation) ,. 1 981 , ^ (,2), 1 5~ 1 8* 

2. Higher Education and the Nation's Heal th~ Pol icies for Medical \nQ 
Deatal Education^ A special t report and recommendations by the Carttegie 

s Commission on Higher Education* October, 1970. V J 

3. Mil lis j J. S. (Chairman). The Graduate Education of Physicians! 

Report of the Citizens 1 Commission on Graduate Medical Education . American 
* Medical Association. Chicago, V966.\ . ° j ' ~ 

4. Becker, P., Harts, A. and Cutler, J-. Time trendsMn the association of 
a rural^or urban background with. physician location. Journal of Medical 

i Edycats'on , 5^: 5^, 3969. ' 

* 

5. Cullison, S., Reid, J. C. and Colwill, J. M. The rural-urban distribution 
of medical school applicants. Journal of Medical Education , 51 : ^5, 1976. 

6. .Verby, J. E. and Connolly, J. P. Rural Physician Associate Program. 
Journal of Medical Education^ kj : 907, 1972. 

7* Hiss, R. G. et Development of a community- biased pulmonary education 

system. Proceedings of the Eighteen th Annual Conference on Research in 
Medical Education. Association of American Medical Colleges, November, 
1979- pp. 264-269. % ' ; . 

8. The Bush Foundation. Annual Report for the Fiscal* Year Ending November 30, 
1980. 

9,. Chronbach, Lee J. Course improvement through evaluation. Teachers s 
Col lege Record , 6V. 672, 1965- " 

10. Scriyen, M. M Thfe methodology of evaluation. 11 In R. E. Stake (Ed.), 
Currjculum Evaluation . American Education Research Association monograph 

.series on evaluation, No. I , Chicago: Rand McNally, 1962. 

11. Tyler, R. W. , Gagne, R. and Scriven,\M. Perspectives of Curriculum ^/ 
Evaluation. Chicago: Rand McNally, 1967. "* 

12. Hamilton, -DT^ 'Curriculum Evaluation . London: Open Books, 1976.^ 

— " 7 ' " A 

13. Sanders, J. R. "Case study methodology: A critique/ 1 Presented at 
Second Annual Minnesota Evaluation Conference, Minneapolis, Minnesota, 
May 15, 1981. 

14. Stake, R. E. ^Case study rriethodoTogy: An advfctacy: n Presented at" 
Second Annual Minnesota Evaluation Conference, Minneapolis, Minnesota, 

;May l5, 19*1. ' ^ 

15. ^Worthen, B. R. and Sanders, J. R. Educational Evaluation: Theory -and ~ 
Practice . Worthington, Ohio: Charles A.' Jones, 1973. 

. « 

16. Stake, R..E.- Responsible Evaluation . Urbana: Ccflter for Instructional 
Research' and Curriculum Evaluation, 1977, mimeograph. ^ 



17:.* Chronbach, L. J. et al. Toward Reform of Program Evaluation . 
San franqlsco: Jossey-Bo'ss , 1980, \ " " 



Acknowledgement: This paper ^nd 'the evaluation effort it represents has 
benefitted greatly from extensive discissions with the Program's administrative 
assistant, Mrs. Nancy B. Jahnke? * 



